Background: In the UK, all ethnic minority groups have higher rates of diabetes than the general population. Although there have been a number of projects to assess diabetic care amongst minority ethnic groups in the United Kingdom, little is known about the extent to which the needs of ethnic minority groups are actually met by the National Health Service (NHS) Scotland. Therefore we conducted this study to understand of the current situation for diabetes care available to minority ethnic groups in Scotland.
Background
The prevalence of diabetes worldwide varies from approximately 2 to 50% within different ethnic groups [1, 2] . In the UK, all ethnic minority groups have higher rates of diabetes than the general population. Studies in the United Kingdom have shown diabetes prevalence rates of 11-20% in Asian Indians, 15% in Afro-Caribbeans and 1-5% in White Caucasians. Generally type 2 diabetes is up to four times more common in British South Asians than in the indigenous White population [3] [4] [5] [6] [7] [8] [9] [10] [11] . During the past decades the UK has become an increasingly multicultural society with the settlement of immigrants and refugees together with their families from the Middle East, Africa, Asia, and Eastern Europe. For instance, minority ethnic groups comprise 2% (101,677 residents) of the total population in Scotland. Table 1 describes the Scottish population by NHS Board based on the 2001 Census. One policy of the Scottish Executive Health Department (SEHD) aims to offer equal access to medical care for all residents, regardless of social class or ethnicity [12] . The NHS in Scotland consists of 15 Health Boards. Each Board has a Primary Care Trust (PCT) and smaller Local Health Care Cooperatives (LHCCs). The role of the LHCC is to find out what needs to be done locally to improve their population's health and health care services, and then plan and develop primary care services to meet these needs. Although there have been a number of projects to assess diabetes care amongst minority ethnic groups in the UK, little is known about the extent to which the needs of ethnic minority groups are actually met in Scotland. This study carried out to understand the situation in the LHCCs with regard to the provision of diabetes care to minority ethnic groups.
Methods
Because there was no specific tool to assess the current situation for diabetes care generally and in particular for ethnic minority groups in Scotland, a questionnaire needed to be designed. Therefore we gathered ideas and comments from experts in this field. The first version of the questionnaire was designed, then it was sent to three Table 2 describes the overall summary of the twelve questions within the questionnaire.
Discussion
The findings of the present study indicate that recording of ethnic group has not been considered a priority by LHCCs despite the importance of ethnicity in determining prevalence and complications of diabetes.
Census
Of the LHCCs 66% did not collect data based on the 2001 census Ethnic Categories. Without this basic information, it is difficult for LHCCs to even begin to identify their demographic profile in order to assess the health needs of their minority ethnic population, although a demographic profile is a basic requirement of providing culturally sensitive and competent services.
GPs records & SIGN-55
The high response of GP practices and community services indicating that they do not record ethnic group (69%) can, in part, be attributed to current information systems. However, there seems to be some inconsistencies in respondents' responses, as 58% state that SIGN-55 guide- lines [13] , which indicates ethnic group as one of the core data items, is recorded on GP systems, but appears not to be acted upon. It is no surprise, therefore, that 80% of respondents report their inability to combine ethnic demographic data with other data sources to plan services and monitor complication trends between ethnic groups. Having such information would seem to be an important starting point in the ability of NHS organisations to reach a position to target their finite resources more effectively. The absence of robust information is disconcerting, in that diabetes is reported to be specifically identified by 71% of LHCC plans. Only one LHCC supplied their LHCC plan, describing their demographic profile by ethnic group and their intention to target more effectively Minority Ethnic Groups by joint working with a neighbouring LHCC and involving leaders of local minority ethnic health group.
From the comments section, there is also evidence that altering attitudes of NHS organisations requires ongoing change management, education and training. In some LHCCs numbers appear to be small as some respondents concluded: ". 
Cultural competency
The findings that only 55% of LHCCs have access to interpreters, 55% do not record cultural/religious requirements, 24% have no culturally appropriate dietetic counselling and 33% have no appropriate health information materials available suggests that much is still required in improving the patient journey for ethnic minorities within the NHS.
Training and development of NHS staff are needed to help bring about such radical service improvements, giving people at the frontline the opportunity to develop appropriate skills and resources to do a better job [14] . This builds on Our National Health [14] , which gave a commitment to: "...Ensure that NHS staff are professionally and culturally-equipped to meet the distinctive needs of people and family groups from minority ethnic communities". Therefore, it is concerning that 42% of respondents report that their LHCC staffs are not trained in diabetes in relation to Minority Ethnic Groups and 13% are unsure. Patients normally have their first contact with Primary Care staff, who manage 90% of patient contacts within the NHS.
Limitation of the study
Similar to all research, this study had limitation. Since there was lack of census data on the number of ethnic minorities in each LHCC, therefore we could not compare and analyse the differences between LHCCs.
Conclusion
This study indicates that cultural health care practices should be improved and staff attitudes changed by the delivery and uptake of effective and appropriate training, and as part of this effort community participation by minority ethnic groups should be encouraged to assist in identifying their specific needs for targeted health services and related information.
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